tomy with central compartment clearance followed by 131 I therapy. Subsequent follow-up demonstrated complete regression of the digital metastasis and partial regression of the choroidal metastasis which was evaluated after the radioiodine scan that picked up the choroidal metastasis. Conclusion: Follicular thyroid cancers can rarely spread to unusual sites like the digits and choroid. This report highlights the synchronous presentation of digital and choroidal metastasis which responded to 131 I therapy.
Introduction
Well-differentiated thyroid cancers include both the papillary and follicular varieties. Follicular thyroid cancers are more aggressive than their papillary counter-parts with hematogenous spread as their metastatic signature. After lung, bone is the second most common site of systemic metastasis from thyroid carcinoma, the incidence ranging from 1 to >40% [1] . In a series of 1,038 consecutive cases with differentiated thyroid cancers [2] , 44 patients (4%) presented with distant metastasis. In these 44 patients, 11% with follicular thyroid carcinoma presented with distant metastases. However, metastases to organs such as the brain, eye, breast, liver, kidney, muscle and skin are rare and often occur in patients with advanced disease portending a poor prognosis ( fig. 1 ).
Case Details
A 54-year-old female presented with a swelling of the terminal part of the little finger of the left hand since 2 months. There was no history of trauma or itching. She also gave a history of thyroid enlargement since 6 months. On examination, there was a small proliferative growth involving the terminal phalanx of the little finger of the left hand. The overlying nail was dystrophic and loose from the nail bed. The growth was firm in consistency, but did not bleed on touch. Clinical examination revealed thyromegaly with multiple nodules in both the lobes. She was clinically euthyroid.
X-ray of the left digit showed multiple lytic lesions in the terminal phalanx. Fine-needle aspiration cytology (FNAC) of the thyroid revealed follicular carcinoma. Biopsy from the growth in the little finger revealed metastasis from the follicular carcinoma thyroid. Chest Xray and CT scans revealed multiple pulmonary nodules with retrosternal extension of the thyroid. Serum thyroglobulin was 28,320 ng/ml.
The patient underwent total thyroidectomy through the cervical approach. Later, she underwent a radioiodine 131 I scan which showed residual thyroid uptake in the neck, mediastinal nodes, bilateral lung metastasis and multiple skeletal metastasis (including occipital bone, D3/D4 vertebrae, sacrum, left scapula, midshaft of the right humerus, proximal ends of the bilateral femora, distal shaft of the right femur and distal phalanx of the left 5th digit). Uptake was also seen in the choroid of the left eye. On retrospective history the patient mentioned diminution of vision in the left eye that transiently improved after radioiodine therapy. She was later referred to an ophthalmologist for the visual impairment who diagnosed retinal detachment. Bone metastases from follicular thyroid carcinomas often show a better differentiation pattern than the primary; this unique feature has been named as metastasizing adenoma, benign metastasizing thyroid tumor or malignant adenoma [1] . A study of 123 cases with hand metastases demonstrated that the most common site of hand metastases were the phalanges (51%), carpal (29.5%) and metacarpal bones (27.6%) [3, 4] . Hand metastasis may develop from lung, breast, kidney, and gastrointestinal cancers [5] . Symptoms commonly include swelling and pain of the affected digit. On examination, erythema and tenderness is seen mimicking infection, osteomyelitis, rheumatoid arthritis and gout. Other conditions such as tinea, scabies, lichen planus, connective tissue disorders, and glomus tumors can be considered as differential diagnosis.
In most cases, the development of hand metastasis harbingers the late stage in the natural history of cancers and survival is usually less than 6 months, hence in most cases the treatment is usually palliative. Both chemo-and radiotherapy can occasionally reduce tumor mass and relieve pain in patients with multiple or inoperable lesions [5] . Surgical treatment depends on the site of the lesion and includes excision, amputation, ray resection or curettage [5] .
Choroidal metastases are among the commonest tumors involving the choroid. Ferry and Font [7] reported 1 case of uveal metastasis from thyroid cancer in their series of 227 cases. In a study of 420 patients with uveal metastasis, thyroid cancer was demonstrated in 2 cases [8] . Two other studies also found 15 cases of metastatic thyroid carcinoma to the eye, follicular thyroid carcinomas being the most common cause [9, 10] . Clinically, patients generally present with symptoms of pain and impairment of vision. Ophthalmoscopic examination generally shows an orange-yellow lesion [11] . Diagnosis is established by imaging modalities like fluoroscein angiography, B-mode ultrasonography and MRI. However, the gold standard for diagnosis is transretinal choroidal biopsy of the tumor [6] . The differential diagnosis of thyroidal choroid metastasis includes intraocular tumors or local pathologies [6] .
Radioactive iodine ablation forms the mainstay of treatment of metastatic thyroid cancer. In our case both the digital and the choroidal metastatic deposits regressed considerably in size after radioiodine treatment, confirming the iodophilic nature of these metastases. This article highlights the rarity of spread to the digits and choroid and their response to treatment.
